
State of Vermont 
Division of Disability and Aging Services 

TBI Program 
 

ACTIVITIES SCHEDULE CLIENT / LIFE SKILLS AIDE 
 

CLIENT NAME: _______________________  I.D. # ________________ 

CAREGIVER: _________________________  TELEPHONE: ___________ AGENCY: __________________  

WEEK: FROM   __________ TO _____________  LSA = Life skills Aide 
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TOTAL HOURS: TOTAL HOURS: TOTAL HOURS: TOTAL HOURS: TOTAL HOURS: TOTAL HOURS: TOTAL HOURS: 

 
LSA TOTAL HOURS FOR WEEK: ______ 


